Health sponsored procedure including urological, medicolegal and consumer representation and involving a systematic review of the literature followed by peer review. The following points are included in these guidelines and are contrary to statements made by the authors.
Dr Yusuf (November 2001 JRSM, p. 609), commenting on my review on cardiovascular manifestations of HIV infection 1 , raises the question of selenium de®ciency. Nutritional de®ciencies must certainly be considered as potential aetiologies in HIV-related heart disease, along with myocardial infection with HIV itself, opportunistic infections, viral infections, autoimmune response to viral infection and drug-related cardiotoxicity 2 . Nutritional de®ciencies are common in late-stage disease and may contribute in inducing ventricular dysfunction independently of antiretroviral therapy 2 . The role of selenium in the development of HIV-associated cardiomyopathy is still controversial. The relation between selenium de®ciency and cardiomyopathy has also been studied in selenium-de®cient mice with contrasting results 3 . Selenium replacement may reverse cardiomyopathy and restore left ventricular function in nutritionally depleted patients, but the evidence is mainly based on case reports 4 ; controlled prospective clinical trials are lacking. Levels of vitamin B12, carnitine, and growth and thyroid hormone may also be altered in HIV disease 5 ; all have been associated with left ventricular dysfunction in relation to an impairment of the process of oxidative phosphorylation and increased production of free radicals 5 . Increased lipoperoxidation and reduced glutathione levels may be observed in plasma, in peripheral mononuclear cells and in T lymphocytes of HIV-infected patients 6,7 , especially those who are coinfected with hepatitis C virus 8 , independently of nutritional disorders. I agree with Dr Yusuf that nutritional disorders (including selenium de®ciency) should be carefully checked in HIV-infected patients but HIV-associated cardiomyopathy should not be compared to Keshan disease because of its multifactorial pathogenesis 2 .
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Impact of chronic illness on the family
Whilst I welcome very much the importance Mr Rees and his co-workers give to understanding and measuring the strains born by partners of those with chronic illness or disability (November 2001 JRSM, pp. 563±566), I hope that it is not felt that partners are the only groups affected. These effects cross generations, depending on the age of the disabled individual. Thus, in addition to the partner, those involved in sharing the burden include: in the older generation, adult children; in the middle generation, both parents and children; and in children, parents and siblings 1 . There has been a natural concern for children who provide care 2 even though they themselves may be profoundly affected by their parent's disability 3, 4 . The effects on parents of children with disabilities or illness are also profound, emotionally and physically 5 as well as ®nancially 6 .
Regrettably these areas appear to be under-researched and it is to be hoped that Mr Rees and his colleagues will ®nd this a challenging area for further study. , further investigations showed that she had coexisting coeliac disease. Coexisting colorectal disease was ruled out by barium enema and colonoscopy. After eight months of a gluten-free diet she had gained weight and her haemoglobin had risen from 8.5 to 13.7 g/dL. In that time there had been no recurrence of hypoglycaemic episodes. This case history resonates with a report by Bhattacharyya and others 1 of a woman with coeliac disease and brittle diabetes whose recurrent hypoglycaemia was ameliorated by adherence to a gluten-free diet. Although the onset of coeliac disease was possibly during young adulthood in the present case, the fact that 19% of patients with adult coeliac disease could be in the 460 age group 2 should alert us to the possibility of an association with diabetes in old age as well. Furthermore, in the presence of otherwise unexplained brittle diabetes, the coexistence of iron-de®ciency anaemia should heighten suspicion, since this haematinic de®ciency is the commonest extraintestinal manifestation of coeliac disease 3 .
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